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Abstract

Data were collected on the services provided to 269 handicapped

children enrolled in Head Start programs during the 1976-77 program

year. Children were selected from a nationally representative sample

of 59 Head Start programs. Limited comparisons of Head Start program
services were made with non-Head Start programs located in the same

communities.

Results of the st,..idy indicate that Head Start programs have made

substantial progress in their efforts to seek out and serve handi-

capped children. In particular, Head Start has achieved substantial

.success in its goal to serve handicapped children in a mainstreamed

context. Relative to other preschool programs, Head Start is unique

in its comprehensive approach to service delivery. .

Study results indicated four basic areas in which the Administra-
tion for Children, Youth and Families can take positive action to
further improve Head Start services to the handicapped. These four

areas include: 1) the nature and quality of diagnostic services;

2) ti:e nature and quality of program.services, particularly with re-

spect to individualized planning; 3) improvement and acquisition of

program facilities and materials; and 4) the nature and .quality of

outreach procedures to seek out unserved handicapped children.
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INTRODUCTION-

Background

This report is a summary of the findings, conclusions, and
recommendations from the first year of a two-year study.of handi-
capped children enrolled in Project Head Start. The study was
funded by the Administration for Children, Youth and Families
(ACYF) and was conducted under contract to Applied Management
Sciences during the 1976-77 Head Start program year.

The ourpose of the first-year study was to review and describe
the services provided to handicapped children in Head Start.1/ Data
collected will assist ACYF program planners to improve the quality of
Head Start services and to augment annual reports to the Congress
concerning the status of the Head Start handicapped effort.

Study Methodology

The first-year study was designed to compare services provided
to handicapped children in Head Start programs with those offered
in other preschool programs that were potential placement alterna-
tives for Head Start enrollees. The study was also designed to
collect child specific study information on a sample of handicapped
children actually enrolled in Head Start programs. Child-specific
data were not collected in the first-year study from children en-
rolled in the non-Head Start programs.

Head StaiLt P.togiLamSampte

The sample of Head Start programs was selected from the universe
of approximately 1,600 full year grantees or delegate agencies funded

/The second-year study is designed to assess the impact of Head
Start services upon the development of handicapped children and
is scheduled for completion in November, 1978.



urban /rural location

program enrollment size

Fifty-five programs were randomly selected in proportion to their
joint representation within these strata. An additional five pro-
grams were then randomly selected from a roster of Indian and migrant
programs, yielding a total initial sample of 60 Head Start programs.
However, data were only collected from 59 programs because one pro-
-gram had not yet identified any handicapped children at the time
-data collection was undertaken.

Of the 59 Head Start programs participating in the first year
study, 35 were located in rural areas and 24 were located in urban
areas. At least one program was seleCted from each of the 10 DHEW
Regions with the exception of Region X (Idaho, Washington, Oregon
and Alaska). Sixteen of the programs were located in Region'IV-
(North Carolina, South Carolina, Georgia, Florida, Alabama,
Mississippi, Kentucky and Tennessee). In terms of their distribu-
tion among the four U.S. Census Regions, (North East, North Central,
South and West) the sample of Head Start programs matched almost
exactly the proportionate distribution of all Head Start programs.

Eleven of the sample programs reported total enrollments of at

least 26 children, 13 reported enrollments between 200 and 400
children, 11 between 400 and 1,000, and 15 programs reported enroll-
ments in excess of 1,000 children. 1/

Non-Head Sta.tt PtogAam Sample

Non-Head Start programs were chosen from the same communities

in which the selected Head Start programs were located. Potential

study participants were identified through a number of sources.
The director of each selected Head Start program was asked to pro-
vide names, addresses and telephone numbers of programs in his/her
area that provided services to preschool handicapped children.
Other resources contacted for the same purposes included State
Departments of Education, local school systems, local Public Health
Departments, and State and local directors of Easter Seal agencies
and the Associations for Retarded Children.

Approximately 180 non -Head Start programs were identified

through these sources, and each identified program was contacted to
explain the purpose of the proposed study and to solicit theirpar-

ticipation. A total of 104 programs initially agreed to participate.

'Enrollment data were not provided for four programs.



pr.e5LIWU1
that were willing to participate. _1/ Therefore, a final sample of

46 non-Head Start programs was obtained.

Of the 46 non-Head Start programs participating in the study,

24 were located in rural areas and 22 were located in urban areas.
Proportionately, then, the non-Head Start program sample was more

urban in character than the Head Start program sample, although

only by a slight degree (47.8% vs 40.70, respectively). Non-Head

Start programs were also much smaller in terms of total enrollments.

This was due to the fact that 36 of the 46 non-Head Start programs

primarily or exclusively served handicapped children. Only four

non-Head Start programs had enrollments in excess of 100 children
and these were preschool programs associated with public school

systems. In addition, almost half of the non-Head Start programs

were categorical; that is, they served children with one basic type

of handicap.

it i6 impoktant that .these diSivtence,s between Head Staitt and

non-Head Stvtt ptog)tams a.te noted, because these diSSetence4 cZecutty_
indicate that Head Stcutt -L4 a xetativety unique pte,schoot pAcgtam

-that has Sew, iS any, countetpaAtz to which it can be _.(1tectZy cam-

paxed. This point should be kept in mind when data are presented
concerning the non-Head Start study sample.

Head Stakt Handicapped SampZe

The sample of Head Start handicapped children was selected
systematically from :oded rosters of handicapped enrollees provided

to Applied Management Sciences by the Head Start programs. System-

atic selection was required to ensure approximately equal repre-

Sentation of the basic handicapping conditions in the study sample.

After potential sample participants were identified from the

coded rosters, the Head Start programs were informed of the selec-

tions and asked to secure informed, written parental permission to

allow children to be included- in the study. Parents were over-
whelmingly cooperative in this matter, although the final sample

had to be modified in a few instances to accommodate parental re-
quests not to have their children participate.

The U.mitat,Lons o6 the enxottee sampte should be aeanly unde/L-

tood. White Head Staitt p/Logitam4 weite .tandom4.cho6en, individuat.

cLiZdAen we/Le not. Con6equentty, in6eAence 6-tom the enAottee

/There were eight communities with no alternative preschool programs
serving handicapped children and six communities in which pre-
school programs were unwilling to participate in the Phase I study.
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meet the needs o6 the handicapped.

The enrollee Sample included 269 children. With the

exception )-7 the blind/visually impaired and the deaf/hearing im-
paired catey-,yies (21 and 23 children, respectively), the distribu-
tion of handi.:aps among the study sample was reasonably uniform .

(Table 1.1). nifty nine speech impaired children were also selected,

but this reflec. t o extremely large proportion of all handicaps

served by Head that involve speech disorders- (approximately

-50% of all repor,..ed handicaps in the 1976-77 Head Start program year).

Instrumentation and Data Collection Procedures

Instrumentation for the .stur was developed in conjunction

with staff from ACYF. All data collection schedules were developed
specifically for this study -ith th,3 exception of one instrument

that made use of selected irems L.ro the Fifth Annual Survey of Head

Start Handicapped Efforts.

In total, 10 different schedules wez-e developed. Exhibit 1.1

summarizes the respondents, purposes, and method of administration

for each of these instruments.

All data were collected by a trained staff of 14 field inter-
viewers between April 1, 1977 and June 10, 1977. Interviewers

generally operated in teams of two, although sometimes in the case

of smaller programs, only one interviewer was utilized. Teams

spent from two to five days in each of the 59 communities visited
depending on 'the number of children sampled from the Head Start

programs in question.

Data, Analysis Procedures

Study data were analyzed through descriptive statistical tech-

niques including simple one-way frequency distributions and con-

tingency analysis.

d'



Distribution of Head Start
Handicapijing Conditions

Children According to

Primary Handicapping Condition i of Total

Visually Impaired 5,6
-(N=15)

Blind
7.?

(N=6)

Hearing Impaired 7.8
(N=21)

Deaf 0.7
(N=2)

Physical Handicap 13.3
(N=3( )

Speech Impaired 21.9
(N=59)

Health or Developmentally Impaired 11.2
(N=30)

Mentally Retarded- 13.0
_

(N=35)

Specific Learning Disability 11.5
(N=31)

Serious Emotional Disturbance 12.3
(N=33)

Total:" 100
(N=269)

/These data are specific to the Phase i study and do not reflect
the actual distribution of the types of handicaps served by Head

Start nationally.
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611BIT'1,1:'STUDY INSTRUOKATION RESPONDENTS, AND COLLECTION PROCEDURES
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.Chlld-Specific
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ocribe enrollment and

term iaion l'es

a nd `types of handicapped

Children enrolled
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Start Cchlors
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FINDINGS

Find,/.ngz o6 the Pha4e 14.tudy axe hightighted-below accoxding
.to nine majors axea4 oti.inveAtigation:

Mainztteaming: Context and Pxoce44

Staiti ChaXactexi4tic4

o Recxuitment and Out-teach

Scxeening Sexvice4

o DiagnO6ti.c Setvicez

Ptanning and Cuxxicuta

Monitoting Activitie4

4 Auxtticuty SetvicePtovidetz

PaXent Invotvement

Within each o6 theze axeaz o6 inveztigation, 'study 6inding4 ate
pte4ented in a queztion-and-anzwex (ixamewoxk. The que4tion4 po4ed
axe.tho'se that guided the conduct o6 the Phaze I te4eatch e66oxt.
At the concluzion o6 each answers, page nuMbex's ate pxovided which
xe6exence .those 'section's o6 the Final Repo that may pxo.vide addi-

tional ox moXe detailed inlioxmation concexning the £4 sue in queztion.
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MAINSTREAMING: CONTEXT AND PROCESS

The bazic goat o main4tkeaming i4 to ptovide handicapped chit-

dten 4ociat expetience4 with theit non-handicapped peens. Such an

expetience i4 betieved to teduce the negative e66ect4 o6 4e3tegated

cta44toom4 on the 4ociat, ,emotionat, and cognitive devetopeent o6

handicapped chiZdten. In 'b' Leh, a main4tteaming expetience i4 de-

4igned to inctea4e a handicapped chitd!4 competence £n adfurting to

-and- coping with hi4/hen disabitity in a society whose 4ociat and

economic institutions ate decidedty otiented towatd individuat4

without phy4icat and/on mentat impaitment.

Main4tteaming 414 the cotnet4tone on which.Ptoject Head Statt

*a.4 bas ed its 4etvice4 to pte4choot handicapped chitdten. Although

it 414 a widely endot4ed ptactice 6ot 4ttuctuting the 4etting in

which 4peciat chitdten,ate 4etved, hew ptognam4, pubtic on ptivate,

.have attempted to imp.tement a main4tteaming 4ttategy to the extent

to which Head Stant has .

WHAT PROPORTION OF THE SAMPLE CHILDREN WERE SERVED IN A MAINSTREAMED

SETTING

The overwhelming majority of all Head Start children included in the

study sample were served in k.r mainstreamed setting (98.4%). Only

four of the children investigated were not mainstreamed because of

the severity of their particular disabilities (p. 3.3-3.4).

WHAT TYPES OF MAINSTREAMING STRAGEGIES WERE UTILIZED IN HEAD START

CLASSES?

There are several strategies available for mainstreaming handicappe

children ranging from complete full time involvement with non-

handicapped peers to partial or reverse mainstreaming. Among the

269 children investigated in this study, 92.6 percent were com-

pletely mainstreamed for all pro -gram activities. Moreover, 34: per-

cent were involved in complete mainstreaming situations in which

educational and/or therapeutic services were augmented by specialists

who assisted or consulted with classroom teachers (p. 3.273.4).

DID THE TYPE OF MAINSTREAM SETTING DIFFER DEPENDING ON THE,NATURE

AND SEVERITY OF A CHILD'S HANDICAP?

In general the nature of a child's handicap did not affect the type

of their mainstreaming placement. Children with more severe Nandi-

.

Caps, however, were more likely to be mainstreamed in situations in

which the regular classroom teacher was provided supportive ser-

vices by other professionals and specialists. Only twenty:three of

the 80 severely handicapped children included in this study were
placed inmainstream settings in which the classroom teacher was

not provided with supportive services from other professionals

(p. 3.3-3.6).

8
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TO WHAT. EXTENT WERE HANDICAPPED CHILDREN SOCIALLY INTEGRATED INTO
THEIR RESPECTIVE CLASSES?

More than 66 percent of the saMple children were judged to be fully
integrated into Head Start classroom activities. -Children diagnosed

as mentally retarded-or emotionally disturbed were less likely to
be fully socially integrated than children with other handicaps.
Fifty-seven percent of those children with severe or profound disa-
bilities were judged to be socially integrated whereas this was so
for 81 percent of those children with mild impairmentsl/ (p. 3.7-
3.13).

TO WHAT EXTENT DID THE SOCIAL EXCHANGES OBSERVED AMONG THE SAMPLE
:OF HANDICAPPED CHILDREN INVOLVE NON-HANDICAPPED PEERS?

In almost 85 percent of all in-class observations conducted by field
staff, the focus child was observed in a group structure that in-

cluded non- -handicapped peers. In only five percent of these obser-
vations was the focus child involved in social situations that in-
cluded only handicapped children (p. 3.12-3.14).

HAVE HEAD START PROGRAMS ACQUIRED, OR DEVELOPED, THE APPROPRIATE
FACILITIES AND MATERIALS TO MEET THE NEEDS OF THEIR" HANDICAPPED

ENROLLEES?

Facilities and materials available to Head Start programs to support ,

the mainstreaming of handicapped children are generally adequate
for children with mild or moderate impairments. Many of the Head
Start programs visited, though, did not have special equipment or
materials that would be necessary to provide services to severely
handicapped children. This is no doubt a function of the fadt that

most Head Start centers were not established to specifically serve
handicapped children (p. 3.14-3.26).

HOW DID HEAD START EFFORTS TO MAINSTREAM HANDICAPPED CHILDRENCOM-
PARE WIT" EFFORTS TO MAINSTREAM THE HANDICAPPED IN NON-HEAD START
PROGRAMS VISITED?

Only 13 of the 46 non-Head Start' programs visited offered,handi-

capped enrollees a mainstreaming experience. It is clear that

Head Start remains in the vanguard of efforts to mainstream ar4di-

capped preschool children (p. 3.3).

Severity ofimpairment was determined on the basis of judgments
rendered by program staff. In order to, assure consistency in
these judgments, field staff presented severity level Criteria
cards for each handicapping condition to program staff to guide
their assessments.

9'



STAFF CHARACTERISTICS

Classroom sta66 dete/Lmine to a,conside/LabZe extent the quat.-

ity of the p/Logit.am expetiences to, (44ich handicapped chiZdAen a/ce

exposed. Then.e6oiLe, data we're coteected coneeAningthe 6oAmat.
p 'repa 'ration and in-se/Lvice taaining 06 sta66s se/Lving Head_StaAt
and non-Head Sta/Lt chi.ed/Len as one 4e,t 06 indicato/L4 o6 the natu/Le

o6 the /Lespective p/Log/Lam expetiences. It is impottant to note,
though, that the oindings o6 Phase I addressed ponma.e pfLepa/Lation
/Lathe'r than actuate classroom expekience. Class room expetience
issues a/Le add/Lessed in Phase II 06 the ove/LaZ4 .study e66o/Lt.

WHAT ARE THE EDUCATIONAL BACKGROUNDS OF THE STAFFS IN HEAD START
AND NON-HEAD START PROGRAMS?.:

Approximately 86 percent of Head Start educational/handicapped coor-
dinators and 43 percent of the Head Start- classroom teachers were
college graduates. Classroom aideS were predominantly high school
graduates (45%). The predominant degree area for Head Start edu-
cational/handicapped coordinators and classroom teachers was early
childhood development (39.7% and 298%, respectively). Few Head
Start staff had degrees in special education (9.9% of the classroom
teachers; 14% of the educational/handiCapped coordinators).

Non -Head. Start staff had twice the proportion of college graduates
among classroom teachers relative to Head Start. Forty-fOur per-.

cent of the degrees among non-Head Start staff were in the area:of
special education and 12 percent were in early childhood develop-
ment (p. 4.2; 4.7-4.11).

TO WHAT EXTENT WERE CLASSROOM TEACHERS IN HEAD START AND NON-HEAD
START PROGRAMS CERTIFIED BY STATE EDUCATION AGENCIES IN THE AREA ,OF-

SPECIAL EDUCATION?

Thirty-eight'percent of teachers in a typical non-Head Start class
room were certified in special education by State Education Agencies'
compared to eight percent of the. teachers in Head Start. It must

be recognized, however, that non-Head Start programs were often
'associated with public school systems subject to State certification
requirements'(p. 4.11) .

TO WHAT EXTENT DID HEAD START STAFF PARTICIPATE IN AcyFr6 CHILD
DEVELOPMENT ASSOCIATE (CVA) CAREER)REPARATION AND CREUNTIALLING
PROGRAM?

Seven percent of the- educational /handicapped :coordinators, teachers,

And aides serving the_sample of Head Start children we -re credentialled

CDA's (9 coordinators, 13 teachers, anda-ides)... Another 20 per-

cent, though, were participating in CDA-programs but had not yet
completed training (p. 4.6).

10



WHAT TYPES OF TRAINING WERE PROVIDED TO HEAD START THAT WOULD SETTER
PREPARE THEM TO SERVE HANDICAPPED CHILDREN?

More than50 percent of the 269 sample children were served by staff

who 'luring 1976-77, had received in-service training in the .follow-

ing-areaS; understanding the general nature of.handicappinvcon-
ditions (58%), behavior management (55%), andtechniques for in-.
dividualized instruction (51 %). To a lesser 'clegree"the sample chil-
dren were served by staff who had received in-service training in
th-development of learning objectives (49 %) , strategies for working
with.parents of handicapped children (45%), strategies to.work
with the handicaps of particular children in theirclasses (31%),
and the theory and practice of mainstreaming .(14%).

:In terms of the amount of training Head Start staff. received rela-
tive to handicapped children, no more than 22 percent of the sample
children were served by staff who had received in excess of 15
hourS' instruction in any one training topic. Most in-service train-
ing provided to staff in the various topic areas was less than
10 hours in duration (p. 4.4-4.6).

IN WHAT AREAS DIV HEAD START STAFF PERCEIVE ADDITIONAL rRAINING
NEEDS?

Head Start staff indicated a perceived need for additional training
in areas related to working With children's specific handicaps
(77% of all children); the development of individualized instruc-
tional techniques (:8% of all,children; working with parents of
handicapped' children (51% of all children); and'the,pfcparation of
individualized learning objectives (45% of all children) (p. 4.7-

49)

HOW DOES THE 1N-SERVICE TRAINING PROVIDED TO NON-HEAD START STAFF
COMPARE TO THAT PROVIDED TO HEAD START STAFF?

Non-Head Start programs were more likely to provide training in the
areas of behavior management, individualized: instruction techniques,
and the development of individualized learning objectives. Staff

in these programs, on the other hand, were less likely than Head
Start staff to receive training in the general nature of handi-
capping conditions or in strategies to work with parents of handi-
capped children (p. 4.13).

WHAT AGENCIES/PROFESSIONALS WERE MOST OFTEN INVOLVED IN PROVIDING
TRAINING TO -HEAD START STAFF?

In-service training was.provided most frequently-by Head Start

,-Staff personnel. In specific areas such as behavior management and
mainstreaming- strategies, training was provided by professionals
(consultants and private clinicians) outside of Head Start. -Train-

ing was infrequently provided through Resource Access Projects,
public health departments, State Training Offices, or the public

schools.
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RECRUITMENT AND OUTREACH

Unte44 impaitment4 ate obviou4 on patent4 axe knowZedgeabZe
about notmaZ chitdhood devaopment, handicap4 among pte4choot chiZ
dxen axe oSten ovextooked on ignoxed untit entry into the pubLic
4choot 4y4tem. Funthetmote, even in the case o6 obviou4 impaitment,

many patent4 ate eithet too a4hamed to 4eek hap at ate unawate
that hap iz avaitabte box theix

Thexe60 .t.. a pximaxy concexn o6 the Read Staxt etilioxt .to zetve

the handicappea ,Z.4 the deveZopment o6 e66ective outreach and te-
ctuitment ptocedute4 to eA4ute that aZt chiZdten who might bene6it
pEom and ate eLijibte box Head Start 4etvice4 ate ptovided the
:oppottunity to entot.e.

WHAT TYPES OF OUTREACH/RECUTTMENT PROCEDURES DID THE SAMPLri HEAD

START PROGRAMS 'TYPICALLY USE FOR PURPOSES OF EUROLLING.HANDICAPPEV

CHILDREN?

Almost all of the Head Start programs ('51 of 54 programs) indicated

the use of outreach acitivities designed specifically to locate and

-enroll handicapped children. In general, these methods included

media campaigns involving local radio and press as well as speaking

engagements before civic and church groups (p. 5,3).

HOW DID THE SAMPLE OF HANDICAPPED CHILDREN COME TO THE ATTENTION OF

THE HEAD START PROGRAMS?

Twenty-six percerit of the sample children were referred to Head

Start specifically because of their handicaps. Another 18 percent

were enrolled .directly as a result of special outreach efforts de-

signed to identify handicapped children or becauSe of parent re-

ferral. More than half of the sample children were enrolled through

outreach procedures'generally utilized by Head Start to recruit

their non-handicapped children (e.g., procedures not specifically

oriented toward the handicapped) .(p.

WHAT AGENCIES OR PROFESSIONALS WERE MOST LIKELY TO REFER, HANDICAPPED

CHILDREN TO READ START?

Of the 76 sample children referred to Head Start, 36 percent were

referred by-local social service departments or the p'blic schools.

Very few children were referred by'\private practitioners/consultants

or from private agencies such as Easter Seals agencies or Crippled

Children's Associations (p. 5.5-5,6).
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TO WHAT EXTENT DO HEAD START PROGRAMS ENCOUNTER COMPETITION WITH.

OTHER AGENCIES IN EFFORTS TO ENROLL HANDICAPPED CHILDREN? WHAT ARE

THE REASONS FOR THIS COMPETITION?

Eleven of the sample programs had actually experienced interagency
conflict over the enrollment of handicapped children and another 17

programs indicated that the potential for interagency conflict

exists. The agency most often identified as an actual or potential

partner to this'Iconflict is the public school system. Fourteen pro-

grams also identified private preschool programs as another actual

or potential competitor for handicapped enrollees.

The most common reason given for interagency conflict involves

disputes arising from programs serving children in the same geo-

graphic area. Thirteen programs cited actual or potential disputes

over which programs afforded the most appropriate placement, and

seven programs cited disputes centered around issues of funding
(p. 5.6-5.12);

WERF kEAD START PROGRAMS ABLE TO ENROLL ALL HANDICAPPED CHILDREN
THEY IDENTIFIED?

Only one-third of the Head Start programs were unable to enroll
all of the handicapped children they identified. Of these pro-
grams, 11 cited lack of available openings as the reason for non-
enrollment. Nine programs did not enroll children because they
failed to meet income guidelines. Thirteen programs cited issues
related to the severity of handicap as reasons for non-enrollment.

Most children that Head Start programs were not able to enroll were
.referred for placement in other programs (p. 5.19-5.29)

DO HEAD START PROGRAMS ESTABLISH CRITERIA OTHER THAN AGE AND FAMILY

INCOME TO ESTABLISH A CHILD'S ELIGIBILITY FOR ENROLLMENT?

Several Head Start programs used criteria other than age and family

income to establish enrollment eligibility for handicapped children.

Nine programs would only accept children who-were ambulatory; eight

required children to be toilet trained; nine established minimum

functional development criteria; and nine restricted enrollments

to selected handicapping cOnditionS (p. 5.13-5.14).

TO WHAT EXTENT WERE CHILDREN. FROM ABOVE INCOME ELIGIBLE FAMILIES
REPRESENTED IN THE PHASE I SAMPLE?

Sixteen programs had no handicapped children who were from.above-

income-eligible families. In 40 programs, above-income eligible

handicapped children represented less than 10 percent of total pro-

gram enrollments. In three programs above-income eligible handi-.

capped children represented over 10 percent of the total. program

,enrollment (p. 5.13-5.15).
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HOW DO THE RECRUITMENT AND OUTREACH EFFORTS OF NON-HEAD START
PROGRAMS COMPARE TO THOSE OF HEAD START.PROGRAMS?

Non-Head Start.programs were more likely to secure their enrollees
through referrals than were Head Start programs. Thirteen of the 46
non-Head Start programs relied solely on referrals for enrollments.
Another five programs obtained their enrollees solely through

parent application. Only nine non-Head Start programs relied exten-

sLvely on outreach and child find activities to identify handicapped
cgildren (p. 5.16),



SCREENING SERVICES

Scheening L the Sit4t 4tep in a 4etie4 o s phocedut4 that Had

Statt phogtawundehtake .to ideAti6y, evatuate, and 4etve chitdhen

with' 4peciat_need4. Scheening conducted Son ate Head Stant

entottee4 to detehminewh.i.ch chitdten axe "at ti4k." and may have

potentiat devetopmentat. impaihment4. Scheeningi then, a the phoce44

by whi_ch chitdten who may have potent.Lat'handicap4 on pxobtem4 ate

tahgeted Sox indcpth dia gno4tic evatuation. However, 4cheening

he4utt4,ate not 4uiliicient,.in and oi them4etve4, to detehmine

whethet a chi.ed.4houtd be. iden i,sied a4 handicapped.

HOW MANY OF THE SAMPLE HEAV START CHILDREN RECEIVED COMPLETE SCREEN-

1NG'SERVICES AS OUTLINED IN HEAD START PROGRAM PERFORMANCE STANDARDS

AND GUIDELINES?

Approkimately half of the sample children received complete screen

ing in the areas of-vision, hearing, physical coordination and

development, speechond language, intellectual development and

social/emotional developMent. Another 45 percent of the sample

children were given partial screening. services. Only 15 children

received no screening services or had screening services that were

unreported.

Vision and hearing were the areas in which children were mos fre-

quently screened (84.4% and 87%, respectively) while fewer children

were screened in the areas of intellectual development and social,

emotional development (70.1% and 68%, respectively)(p,

HOW SOON AFTER PROGRAM ENTRY DID HEAD START CHILDREN RECEIVE SCREEN-

ING SERVICES?

Of the 269 Head Start children investigated, 67 (25%) received

screening services prior to program enrollment. Another 111 (41.2%)

received screening services within three_months of program entry as

specified in program performance guidelines. Screening for the re-

maining 91 children either was still in process beyond three months

of the time of program entry (28%) or was not completed at all

(5%) (p. 6.7-6.10).

WHO' WAS RESPONSIBLE FOR CONDUCTING HEAD START SCREENING ACTIVITIES?

For most screening activities, Head Start programs frequently

utilized the services of professionals who were specialists in the

:relevant screening areas, For example, 74% of all vision screen-

ings were conducted by trained medical personnel. Speech therapists

and audiologists were most often thvolved in screening for speech

and hearing difficulties. Head Start staff teachers most often

conducted screening in the areas of intellectual development and

social emotional development.

Most professionals utilized in the screening process were full-time

or part -time Head Start.staff.. Other major sources of screening

assistance included local .and state departments of public health

and private practitioners/consultants (p. 6.12-6.18).



HOM WERE HEAD START SCREENING SERVICES FUNDED?

Regardless of screening area, Head Start screening services were
funded by Head Start Basic or Supplemental Grants-for, approximately
50 percent of..the study children. State and public school monies
were\another maior source of funds for screening in the areas of

vision, hearing, and speech. However, Head Start staff did not
know\or did not report the funding source for screening services for

up to 33.1 percent of the sample children, depending on the screening

areas (p. 6018).

NOW EFFECTIVE WERE HEAD START SCREENING ACTIVITIES IN IDENTIFYING

.ACTU/AL DISABILITIES AND IMPAIRMENTS?

Head Start screening efforts identified potential disabilities
in developmental areas corresponding to children's primarydevelopmental

conditions'in 93 percent to 70 percent of the sample
cases, depending on the particular handicapping condition. Approxi-

mately 70 percent off suspected secondary handicaps were also con-
firmed through further diagnostic evaluation. Speech and language

',Screenings were most effective in identifying impairments while

social/emotional screening procedures resulted in the lowest rate

of confirmed handicaps (p. 6.20-6.24).

HOW DO SCREENING PROCEDURES IN NON-HEAD START PROGRAMS COMPARE TO

THOSE ESTABLISHED IN HEAD START PROGRAMS?

Less than half of the non-Head Start programs'generally screen en-
rollees after program entry. Eithet screening is completed before

admission or these programs enroll children who have already been
diagnosed as handicapped. These and other data indicate that non-
Head Start programs enroll previously diagnosed children more often

then do Head Start programs and that Head Start handicapped en-

.

rollees generally come into their program with previously un-
diagnosed disabilities.

For those non-Head Start programs that do conduct screening activi-

ties, the professionals and screening techniques are comparable
to those utilized by Head Start (p. 6.24- 6.27).
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DIAGNOSTIC SERVICES

Upon coMr'etiono6 the scteening Pxoeess, those chitdten iden-
ti6ied as poteiatZy "at tisk" ate te6eAted to apPA0Phiatety
ttained ptolies.:.ionaZS Got 6utthet evaLuaton. This 6utthet evatua-
tion i4 designed to identi6y handicapped chit.dten Atom those who
ate liunctioning within the range o notmazay on who ante onty

tempo/tat-Z.4 impmited. This second, mote eompAehens,tve, evatuation
is .termed diagno.3is. A chitd may be condeted .to have a con4itmed

handicapping condition cnty diagnostic tesutt,s so indicate.

The ideat diagnostic ptocess may be viewed-as consisting oi
,three component Sunctionz: 1) con 6iAmation; 2) 6anctionat. assess-

ment; and 3) deveZopment tecommendations. A

.cates .the natuae oS the handicap, and a 6unctionat assessment
speci6ies the extent the disabititY. Finatty, neconimendations.
ate- made Sot any necessaty -therapy: medication, speciaZized setvices
of educationat setvices. Diagnostic ,recommendations indicate the
apptoptiate ptojit:-_m o services to be pAoiiided.

DID THE HEAD STA;-.7" CHILDREN IN THE STUDY SAMPLE RECEIVE APPROPRIATE
DIAGNOSTIC CONFIT.MATIqp OF THEIR REPORTED HANDICAPPING CONDITIONS?

Of the 269 sample children, 232 (86.2%) had received appropriate
diagnostic confirmation of their primary handicapping condition.
Those-handicapping conditions most likely to have diagnostic con-
firmations were visual handicaps (19 of 21), audiological handi-.

caps (22 of 23), physical handicaps (35 of 37), and speech and com-
munication disorders (58 of 59) Handicapping conditions least
likely to have appropriate diagnostic confirmation include specific
learning disabilities (23 oi 31) , emotional disturbance (24 of 33) ,

health impairments (24 of 30), and mental retardation (27 of 35).

"Appropriate" diagnostic confirmation refers to confirmation of the
primary handicapping condition in the developmental areas outlined
in OCD Notice A -30- 333 -4, "Announcement of Diagnostic Criteria for
Reporting Handicapped,Children in Head Start" (p. 7.3-7.9).

WERE THERE ANY HANDICAPPING CONDITIONS' THAT EVIDENCED PARTICULAR

DIAGNOSTIC DIFFICULTIES?

The diagnostic criteria for specific learning disabilities seemed

to be complex and confusing. As a result, children labeled as such

were_often- confirmed as handicapped in a variety of developmental

areas. While in part this reflects cases of multiple handicaps,

it also strongly suggests that the category of learning disabled is

not clear to those responsible for diagnostic classifications. Al-

though intellectual development i5 the appropriate developmental

area in which to confirm a child as learning disabled, the majority

of these children were confirmed as handicapped in speech and lang-

uage (approximately 77%), followed by intellectual development

(approximately 42%). Confirmations of handicap ,were also reported

for these children in the areas of physical coordination, hearing. .

and vision. It should be noted that di agnostic difficulties in this

area are largely attributable to "state-of-the-art" deficiencies in

available diagnostic procedures (p. 7A).



WHEN IN THE PROGRAM YEAR WERE DIAGNOSTIC EVALUATIONS COMPLETED?

Most diagnostic confirmations were completed relatively late in the

program year. By the end of October 1976,/less'than half of the
sample children had received appropriate diagnostic confirmation of
their primary handicapping condition. By the end of January ,

1977, 68 percent of the sample children had received diagnostic
confirmations. The belatedness of diagnostic services clearly has
implications for the ability of Head Start staff to develop approp-
riate individual plans of services.(p. 7.9),

C010 __PROVIDED DIAGNOSTICSERVIC-E-ST-0ffEkUSTARTPI-OGRAMS-17

Diagnostic service providers seemed to be appropriate and qualified.

personnel. 2hysicians, .speech therapists/audiologits, and psychol-
ogists/psychiatrists were the predominant types of diagnostic pro -

viders.- These providers were most often in private practice or
associated with hospitals or clinics, Social service agencies. and.,
public school personnel were used infrequently (p. 7.1377.20).

HOW WERE DIAGNOSTIC SERVICES FUNDED?

Head Start funds (Basic Grant and Program Account 26) were the pre-
dominant source of payment for diagnostic services. Combined,

these two sources of funding paid for well over half of the diag-
nostic confirmations in intellectual, speech, and social/emotional

development. A combination of joint funding arrangements, and EPSDT
funds supported most of the confirmations of handicap in the re-
maining developmental areas. Inkind services, on the other hand,
were rarely received (p, 7.21).

TO WHAT EXTENT DID HEAD START PROGRAMS MAINTAIN DIAGNOSTIC FILES
FOR THEIR HANDICAPPED CHILDREN?

Of the 259 children included in this study, diagnostic files were
maintained for 251. The content of these files varied considerably,

however. For some children, copies of all test results, lengthy

assessments and recommendations, and detailed procedures for ser-
vice referral and program monitoring were included in the diagnostic:

file. In, other cases, the files contained little to assist program
staff in planning or providing services (p. 7.26).

TO WHAT EXTENT WERE PARENTS INVOLVED IN THE DIAGNOSTIC PRCESS?

Parents were reported to be extensively involved in the diagnostic

process, both as par,itipants and, recipients of information and
explanations of diagnostic results. Patents of the saMple<ldren
were informed of diagnostic results in all but six cases.

'Start was actively involved in the explanation of diagnostic results;
for approximately 15 percent of the children, Head Statt staff

alone was responsible for the explanation of these results to
parents and in over half the cases both Head Start and the diag-

nostician explained findings to the'parents (p. 7.24).
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WERE THE SAME DIAGNOSTIC PERSONNEL INVOLVED IN ALL THREE COMPONENTS

OF THE DIAGNOSTIC PROCESS (CONFIRMATION, FUNCTIONAL ASSESSMENT,

RECOMMENDATIONS)?

The same set of professional diagnosticians that provided confirma-

tions of handicaps alsO were largely responsible for the deirelopment

of service'recommendations. However, functional assessments were
often Conducted by a different _set of professionals, usually Head

Start personnel -(p. 7.26-7.36) .

HOW 110 N-HEAD START PROGRAMS APPROACH THE DIAGNOSTIC PROCESS

COMPARE TO HEAD START PROGRAMS?

.For those'non-Head Start programs that conduct diagnostic activities,

there tends to be increased use of-interdisciplinary teams and staff

teachers/in the diagnostic process. In general, though, the approach

of non-Head Start programs to diagnosis appears comparable to Head

Start (p. 7.38-7.43). iL
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PLANNING AND CURRICULA

Once the diagnostic ptocess has been completed and the speciat

needs o each chitd identi6ied, it is the tesponsibitity o6 Head

Start to ens ute that necessaty setvices ate ptovided to each hands:-;

capped chitd. 4ecause each chitd is a complex and unique individuat,

the identitiicatioh o6 that chitd's speciat needs and the ptocute-

ment oa apptoptiate setvices should not be a. haphazard on, mechanicat

ptocess.. Advanced and individuatized ptanning Son each child is

required i6 the 1o/cog/cam is to be tesponsive to the speciat needs oty,

its handicappe.d chitoiten. The devetopment: a comptehensive ptan

setvices, .the manners o6 ptanning and conducting classroom activi-

ties, and the type oti cutticutum used in the classroom aU ptay an
.important patt in-the detivety oi these setvices to handicapped

chitdten.

HOW MANY OF THE SAMPLE CHILDREN HAD INDIVIDUAL PLANS OF SERVICES?

Head Start staff reported that individual plans of services had been

developed'for 187 of the 269 sample children (69%). Of these 187

individual plans of services, 153 were written planS (p.

WHICH SERVICE COMPONENTS (EDUCATION, HEALTH, NUTRITION, PARENT IN-

VOLVEMENT, AND SOCIAL SERVICES) WERE MOST FREQUENTLY INCLUDED IN

CHILDREN'S INDIVIDUAL PLANS?

Of the 141 of the 153'written plans that field staff were able to

review, all included plans for educationai activities. Thirty-eight

Percent included health services plans; 18.4 percent had social ser-

vices plans; 24.8 percent had parent involvement plans; and 14.2

percent included nutritional services plans (p. 8.4)..

WHAT TYPES OF OBJECTIVES WERE DEVELOPED IN CHILDREN'S INDIVIDUAL

PLANS OF SERVICES:'

Considering only the educational plan component, long-range objec-

tiveswere prepated in 81 of. 141 written plans reviewed and short-

range goals were located in 99. Eighty-five of these plans-included
procedures for monitoring and evaluation (p. 8.4=8.5). .

TO WHAT EXTENT DID HEAD START PROGRAM STAFF USE DIAGNOSTIC INFORMA-

TION IN DEVELOPING INDIVIDUAL PLANS OF SERVICES?

Of the 187 children reported to have an individual plan of services

(written or otherwise) Head Start staff indicated that diagnostic

information was used extensively in 41.7 percent of these' plans,

used only slightly in another 29.9 percent, and not at all in 26.7

percent. Reasons most often given as to why diagnos-',_c information

was not used included unavailability of information to ,Drogram

staff (27 cases); other sources of information were mo. useful (34

cases); and di gnostic information was proVided too late in the pro-

gram year (18 cases) (p. 8.5-8.10).
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HOW WERE CLASSROOM ACTIVITIES PLANNED FOR THE HANDICAPPED CHILDREN?

In general, Head Start ptarined classroom activities for handicapped

children in the same way as for their non-handicapped classmates

or activities were planned with slight modification to :ake into

account the nature of a child's disability. In very few instances

were classroom activities, planned which- sgecifically excluded

handicapped children. Likewise, there were few activities planned

specifically for individual handicapped children that did not in-

volve their non-handicapped peers. Activities involving communica-

tion skills were most often individualized for particular handicapped

children (p. 8.10-8.13).

:HOW WERE CLASSROOM ACTIVITIES ACTUALLY CONDUCTED FOR HANDICAPPED

CHILDREN?

While few activities were planned specifically for handicapped

children, Head Start staff indicated that considerable individualiza-

tion was undertaken in the manner in which classroom activities were

conducted. Regardless of objective area (cognitive skills, communi-

cation skills, self-help skills, self-concept development, and gross

and fine motor skills) nearly one-third of the sample children had

classroom activities individualized to their specific needs and

abilities (p. 8.10 8.13).

WHAT TYPES OF CURRICULA WERE USED BY HEAD START PROGRAMS?

Of the 269 sample children, staff indicated that a specific written

curriculum was used for 214 (80%). Regardless of objective area,

most curricula were locally designed. Commercially-available

curricula most frequently used included the Peabody series and cur-

ricula designed for use with the Learning Accomplishment Profile.

Whether curricula were locally designed or otherwise, performance-

based curricula were used exclusively for approximately 30 percent

of the sample_ children, experientially-oriented curricula were used

exclusively for 15 percent of the sample children, and a curricula

mixture was used for 55 percent of the sample children (p. 8.13-8.16)

HOW J THE PLANNING ACTIVITIES OF NON-HEAD START PROGRAMS COMPARE

WITH -40SE OF HEAD START PROGRAMS?

Non-Head Start programs reported extensive use of written plans

that emphasized a high degree of individualized instruction. Al-

though many non-Head Start plans addressed areas of service other

than educational strategies, it is apparent that Non-Head Start pro7

grams are not,as comprehensive in their approach tq, service delivery

as Head Start programsare required to be.

Non-Head Start programs were more likely to emphasize performance-

based curricula than Head Start programs., However, like Head Start,

many non-Head Start programs favored the use of locally designed

materials. Of the commercially available materials, non-Head Start

programs showed a preference for the Peabody series and the Portage

.PrJject curricula (p. 3.15-8:22).
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MONITORING ACTIVITIES

One o tho, ctiticat activities tetated to ptoviding zetvicez to

handicapio ..zidtan accotding to an individuaZized plan -(1.4 monk-

totinsg. Moniing can be dezctibed az the lotocezz by which the
zetvicez ptovided .to a chi.ed ate evaZuated in tetmz od the chitdiz
tezponze to theze zetvicez. A chiidi6 loZan od. zetvicez can -then be

modi6ied on the basis o6 the tezuttz o6 monitoting activities . That

iz, azzezzment of a chitdiz ptogtezz, accomptizhed by monitoting,
i4 intended to deed into an evotving plan od zetvice.s.

FOR HOW MANY OF THE SAMPLE HEAD START CHILDREN WERE MONITORING
-;ACTIVITIES CONDUCTED?

Program staff reported that regular monitoring or progress reports

were completed for 263 of the 269 sample children. Furthermore
monitoring reports were located by field staff in the files of 220
children (p. 9.2).

WHAT TYPES OF TECHNIQUES WERE USED TO MONITOR THE PROGRESS OF

CHILDREN?
Unstructured observation was the most often used technique for moni-

toring children. Teacher or center-designed checklists and parent

reports were also used with relative frequency. Assessments that

were part of a standard curriculum or based on formal tests were
used for approximately a quarter to a third of the sample children
(p. 9.2-9.3).

WHD CONDUCTED MONITORING ACTIVITIES?

Head Start classroom teachers were most often involved in monitor-
ing activities.

TO WHAT EXTENT WERE INDIVIDUAL PLANS OF _SERVICE MODIFIED AS A

RESULT OF MONITORING ACTIVITIES?

Of the 187 sample children who were reported to have individual
plans,of services, program staff reported that monitoring resulted
in modification in 172 'cases (p. 9.5).

HOW DO THE MONITORING ACTIVITIES OF YON-HEAD START PROGRAMS COMPARE
WITH THOSE OF HEAD START?

All of the non-Head Start programs included'in this study indicated
that regular monitoring of progress was conducted for all enrollees.
Techniques used for monitoring purposes were very similar to those
used for Head Start children (p. 9.5)



AUXILIARY SERVICE PROVIDERS

To 6acititate compAehen,!ive service detivety to handicapped
chitdAen in a mainstteam setting, Head Statt o6ten supptements the

setvices o the ptogtam sta66 with setvices itom a.wide vatiety oi

pnoessionats. These pto6essionats ate ptimatity used to conduct

scneening and diagnostic pto.cedutes, and they atso patticipate in

the-detivety oi heat-dt, theA;:-.veutic, and/oA educationat sett' ,_e.6 .to

Head Stant handicapped chit.de.n.

HOW MANY OF THE- AMPLE HEAD START CHILDREN RECEIVED SERVICES FROM

.
SPECIALISTS DURING THE PROGRAM YEAR?

-Of the 269 sample children, 243 (90.3%) received services at least

once during the program year from specialists external to Head Start

program staff. For 110 children (40.395), specialists were involved
in providing services on a regular and-'frequent basis; that is,

as pat of their weekly program schedule (p. 10.2-10.4)

WHAT TYPES OF SPECIALISTS WERE INVOLVED WITH THE SAMPLE CHILDREN?

Of those professionals who had only limited contact with the sample

children (once or twice during the program year), most were physi-

cians, psychologists, and other medical professionals who were in-

volved in diagnostic activities. Professionals who had more fre-

quent contact with the sample children were more often speech

therapists, occupational/physical therapists, social workers, and

-certified special education professionals.(p. 10.2-10.4).

WHAT TYPES OF SERVICES -DID SPECIALISTS PROVIDE TO THE SAMPLE CHIL-

DREN?

Of the 467 service providers contacted, 54 percent provided diag-

nostic-services, 52 percent provided screening services, 42 percent

were irvolved in parent counseling and training, 39 percent pro-

vided izaff training specific to the needs of individual children,

24.percent provided therapeutic services, 22 percent were involved

with educational sezvices, and 21- percent provided health-related

services (p. 10.10-1.9.16/

HOW MANY OF THE SAMPLE CHILDREN WERE SERVED BY HEAD START STAFF

WITH SPECIAL EDUCATION TRAINING AND/OR RECEIVED KEGULAR (WEEKLY)

SERVICES FROM OUTSIDE SPECIALISTS?

Of the 269 Head Start children, 7-3,percent were served by special
education staff and received weekly specialist services; 2.6.per-

cent were served-by special education staff but did not receive

1/ Percentages total more than 100 percent because respondentS often
provided more than one service.
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regular services from other specialists; 33.1 percent were not
served by special edUcation staff but did receive regular services
from specialists; and 56.1 percent were not served by special edu-
cation staff and did not receive regular specialist services. For

the 80 severely/profoundly impaired children in the sample the
proportions were 5 percent, 1.2 percent, 47.5 percent and 46.3
percent, respectively (p. 10.10).

WHO PAID FOR:THE SERVICES OF SPECIALISTS?

Twenty-six percent of the.. outside specialists contacted provided
their services free of charge t-.o Head Start (in-kind). Thirty

percent were compensated entirely by Head Start, 17 percent were
paid by the agencies or institutions with which they were affiliated,

.;7.2 were paid through joint Head Start /other agency -funding arrange-
,-ments, and 14 percent were compensated through other arrangements.
Funding arrangements for 4 percent were unknown (p. 10.18).

WHAT ROLE DID HEAD START TAKE IN COORDINATING THE SERVICES PROVIDED
BY SPECIALISTS TO HANDICAPPED CHILDREN ?_

Most specialists were sought out by Head Start staff to provide
services to specific children. Only in a few cases were services
instigated by sources other than Head Start. However, in those
instances in which this did occur, services were generally not
coordinated with Head Start (p. 10.18).
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PARENT INVOLVEMENT

The active patticipation o6 Head S. ratent6 in aLe. cupectz
o6 the ptogAam ,L4 one o6 the impottant cotiletz onez o6 the Head
Statt phiZo4ophy., Fot parentis 36 chitdten with ,specia.2 needs, the
a64istance and guidance which Head Statt o66e.t.5 can be oi patticuLzt

zgniSicance. To ensure the continuing ptovizion o S apptopt.Late

4etvice4 during and atitet .the chit.d1.6 Head S -tax.t experience, paten-to

mu.st be aware and undet4tand the need and impottance oi .these

services. Futthetmote, to e66ectivety maximize the bene6,Zcia2

expetience4 oi each chitd, 4imita.t and continuing experiences 4houtd
be ptovided in the home-as- wett. "Patent-6. ate the key to a -6ucce66-

_Sut._ and productive pAogtam o S zetv,:Lce4 got att chitdten, and e.spe-
-7ciaZty 6ot .those who ate-handicapped.

.HOW ACTIVELY INVOLVED IN PROGRAM ACTIVITIES WERE PARENTS OF THE

-SAMPLE CHILDREN?

Of the 269 sample children, Head Start staff reported that parents
were very active in program activities for 27.1 percent of the
children, involved to a moderate degree for 29,.-4 percent, involved
to a minor desjree for 30.5 percent, and not involved at all for
12.6 percent (p.

DID THE DEGREE OF PARENTAL INVOLVEMENT VARY AS A FUNCTION OF THE
TYPE OR SEVERITY OF A CHILD'S HANDICAP?

There was little association between parent involvement and the
handicapping condition and severity level-of the child. Parents

af mentally_retarded.children showed a somewhat higher degree of
participation, while parents of blind and visually impaired children
tended to have a lower degree of involvement. Parents of children
who were mildly impaired tended to participate less; those with
moderately disabled children were somewhat more active; parents with
children of severe or profound handicapping conditions, as well as
the blind, deaf and emotionally disturbed, had average to minor in-
volvement (p. 11.2-11.3).

IN WHAT TYPES OF HEAD START ACTIVITIES WERE THE PARENTS OF SAMPLE
CHILDREN INVOLVED?

More than half of the parents (66.5%, or 179 cases) were involved

in functions with other dead Start parents. This would include

meetings and social functions. The next major area in which
parents were involved was that.a.f making or donating materials
for the classroom. Of the 269 sample. children, parents of 132

(49.0%) contributed materials.for classroom use. In -108 cases

(40.1%) parents provided program transportation.

Parents did not seem to take as active a part in the program activi-

ties more directly related to service delivery and planning. The

single most frequent manner in which parents were involved in ser-
vice planning was that of being'informed of their child's-progress.



In 99 cases, parents were asked to approve tneir Chlia'S inaiviaual
plan of services. Parents infrequently assisted in the design of
the individual plan (29 cases) or in the design of activities (32
cases). However, slightly more than one third of the 187 children
with individual plans (37.5%, 70 cases) received instructions from
their parents at home using performance -based and/or experience- _

based lesson plans developed' by Head Start staff (p. 11.6-11.11).

WHAT TYPES OF TRAINING DID PARENTS RECEIVE FROM HEAD START STAFF?

Training provided to parents by Head Start staff was largely di-
rected at making parents more aware of the nature of their children's
specific disabilities (p. 11.10-11.11).

.;HOW DOES PARENT INVOLVEMENT IN NON-HEAD START PROGRAMS CCMPARE
'-TO PARENT INVOLVEMENT IN HEAD START PROGRAMS?

There appeared to be little difference between Head Start and -non-
Head Start programs in the ways in which parents were involved in
program activities (p. 11.11-11,13).
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CONCLUSIONS AND RECOMMENDATIONS

There is no question that Head Start ptograms are exerting con-

siderable effort to comply with the Congressional mandate to seek

cut and serve handicapped children. In many instances children were
encountered who, if not for Head Start, would have remained isolated

from their non-handicapped peers and would not have received the

assistance they required. Noteworthy examples of Head Start efforts

to serve the handicapped included one or more programs that:

made creative use of "reverse" mainstreaming to
provide severely handicapped children the oppor-

tunity to interact with their non-handicapped
peers in a setting that afforded appropriate sup-

portive services;

provided instructional services to parents of
handicapped children who themselves were handi-

capped;

provided technical assistance to other programs
involved with handicapped children;

utilized creative techniques which permitted
handicapped children to participate in group
lessons/activities with their non-handicapped
peers and at the same time receive instruction
according to their individual needs;

established well-equipped instructional centers
specifically established for handicapped children;

closely cooperated with public and private cate-
gorical preschool for the handicapped to allow
children in these other settings to interact with
non-handicapped peers;

augmented their capacity to provide services to__

the handicapped by securing in-kind assistance for

highly qualified therapists and special educatots.

In brief, many Head Start programs are continuing to reach out

and serve those children who are too often ignored and forgotten by

their respective communities. Furthermore, these children are being

served in a comprehensive child development framework that emphasizes

mainstreaming and interagency service delivery that is truly unique

among programs visited.

The Evaluator's Perspective

The major purpose of a program evalua-_ .1 is .not, however,

simply to applaud efforts that successfully meet a program's objec-

tives. Rather, an evaluation weighs a program's performance'against

its stated mission-and, as a consequence, almost always focuses upon

those aspects of a program that are not as effective as they could
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increase a program's capability to fulfill its particular mission.
From the perspective of the evaluator, then, the glass of water is

perceived to be partially empty rather than almost full.

There is also another evaluation emphasis throughout this
specific'-study which should be.explicated. Head Start emphasizes
services to handicapped children within a comprehensive develop-
mental framework. An educational program is but a part of the Head.

Start service _iodel. Health services, parent/family involvement,
social services, and nutritional services are just as important in
child development as educational services. For the most Tart, these

z-:other service areas were Only superfcially considered in this

-study. Instead, major emphasis was placed upon educational services,
particularly special education services. This emphasis was seiected
principally because of new legislation (Public Law 94-142) which
will directly and indirectly affect educational services to all
handicapped children regardless of their program placement. Addi-

tionally, this emphasis was selected because it is the one service

area which is common to Head Start as well as non'-Head Start pro-

grams. Therefore, for comparative purposes it was the only appro-
priate service area to address in detail.

Areas for ACYF Action

With the above points in mind, the data from this study have

identified several areas in which the services Head Start provides

to handicapped children can be improved. There are four major

areas in which ACYF can take positive action to effect these

improvements. These four areas are as follows:

diagnostic services provided to handicapped children

program services provided to handicapped children

program resources and facilities

program outreach and recruitment efforts

Recommendations pertaining to each of these issues are presented

below. Detailed explanations and justifications of these recom-_
mendations may be found in Chapter 12 of the Phase I Final Report

Diagnotic Setvices Pkovided to Handicapped Chitdken

The designation of an individual as "handicapped" is not a
matter to b e taken lightly. To be diagnosed as handicapped may
result.in stigmatization and the effects of this stigmatization can
often be more harmful'for the development of an individual than
his/her disability. The "handicap" designation creates a set of
personal and public expectations that can prohibit the individual
from reaching his/her full potential as a functioning member of

the community.

'1Q
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permanent developmental impairment. This is particularly so in the

case of mild cognitive, health, or personality dysfunctions. There-

fore, any program that is established to serve the preschool handi-

cap child must first ensure that diagnosis is done with extreme care

and only to support the delivery of appropriate services.

Although it is the conclusion of this study that Head Start has

made significant gains in improving diagnostic services to handi-

capped children, there still are shortcomings to be addressed. There

were instances in which field staff had reservations about the

appropriateness of certain diagnoses. In other instances, Head
.:Start teachers were unaware that children in their classes were
-identified as handicapped. Ear infections were'reported as hearing
impairments, behavior management problems as emotional disturbance,
bilingualism as speech impairment, and unusual body structures as

health impairments.

Based on the findings of the Phase I study and the general
observations of our field staff, the misuse and abuse of the diag-

nostic process in Head Start has been identified as largely a func-

tion of two factors: 1) failure of some programs to implement

existing Head S.-irt standards and criteria in the conduct of the
diagnostic process, and 2) pressures to meet the Congressional man-
date to ensure that not less than 10 percent of Head Start enroll-

ment opportunities be made available to handicapped children.

SPECIFIC ISSUE:

STUDY DATA REVEALED THAT IN SEVERAL INSTANCES CHILDREN WERE
NOT DIAGNOSED AS HANDICAPPED IN ACCORDANCE WITH EXISTING HEAD START

STANDARDS AND CRITERIA.

RECOMMENDATION:

ACYF SHOULD TAKE IMMEDIATE STEPS TO ENSURE THAT NO CHILD IS

REPORTED AS HANDICAPPED WITHOUT DIAGNOSTIC CONFIRMATION BY APPROP-

RIATELY CREDENTIALLED PROFESSIONALS.

RECONLMENDATION:

DIAGNOSTIC CRITERIA SHOULD BE MADE MORE STRINGENT IN ALL HANDI-

CAPPING AREAS, PARTICULARLY IN THE AREAS OF LEARNING DISABILITIES

AND EMOTIONAL DISTURBANCE. ACYF SHOULD ACCEPT THE LEAD IN ESTAB-

LISHING INTERAGENCY EFFORTS TO DEVELOP DIAGNOSTIC CRITERIA. WHICH

MIGHT SERVE AS A REFERENCE FOR ALL AGENCIES PROVIDING DIAGNOSTIC

SERVICES TO HANDICAPPED CHILDREN.



PROGRAM STAFF ADMITTED THAT MISUSE OF THE DIAGNOSTIC PROCEbb

WAS, IN PART, A FUNCTION OF PRESSURES TO COMPLY WITH THE CONGRES-

SIONAL MANDATE TO PROVIDE NOT LESS THAlq 10 PERCE,T OF HEAD START

ENROLLMENT OPPORTUNITIES TO HANDICAPPED CHILDREN.

RECOMMENDATION:

ACYF SHOULD DEVELOP GUIDELINES THAT WOULD OUTLINE CREATIVE,

CHILD-CENTERED ENROLLMENT STRATEGIES THAT WOULD ALLOW HEAD START

PROGRAMS TO FULFILL THEIR MANDATE TO SERVE HANDICAPPED. FOR

EXAMPLE, COOPERATIVE ARRANGEMENTS WITH OTHER CATEGORICAL PRESCHOOL.

PROGRAMS THAT WOULD ALLOW CHILDREN MAINSTREAMING EXPERIENCES MAY BE

CONSIDERED.

RECOMMENDATION:
ACYF SHOULD ?RING TO THE ATTENTION OF THE APPROPRIATE CONGRES-

SIONAL COMMITTEE THE NEGATIVE CONSEQUENCES OF THE LEGISLATIVE MAN-

DATE. ACYF SHOULD RECC NEND TO CONGRESS THAT THE 10 PERCENT QUOTA

SHOULD BE CONSIDERED A GUIDELINE RATHER THAN A REQUIREMENT AND THAT

ACCOUNT 26 FUNDS SHOULD BE MADE AVAILABLE WHETHER OR NOT A PROGRAM

MEETS THIS GUIDELINE.

RECOMMENDATION:
ACYF SHOULD CONSIDER A LONGITUDINAL STUDY OF HANDICAPPED CHIL-

DREN ENROLLED IN HEAD START THAT WOULD HAVE AS ONE OF ITS OBJECTIVES

AN ASSESSMENT OF THE VALIDITY OF DIAGNOSTIC RESULTS HEAD START USED

TO ASSIGN HANDICAPPED LABELS. IDEALLY, SUCH AN ASSESSMENT SHOULD BE

CONDUCTED AFTER CHILDREN ENTER THEIR THIRD YEAR OF PUBLIC SCHOOLING

WHEN THE PERMANENCY OF DISABILITIES BECOMES MORE APPARENT.

131,1.09/Lam .Setvices Ptovided to Handicapped Chit.dten

Data from this Study have indicated some Head Start programs

are not yet completely prepared to deliver the kind of quality

service that handicapped children demand. For example, nearly all.

the sample children were mainstreamed, but 39 percent were main-

streamed without supportive services. There were several. children.

0..0 of 71) with severe handicaps who were considered mainstreamed

but some question exists as to whether they were actually benefitting

from being mainstreamed because they remained essentially isolated

from their non-handicapped peers.

Furthermore, nearly 40 percent of the children investigated

were not provided. instructional programs guided by a formal (written)

individualized plan of services. Among those children who did have

plans, many relied on non-directed learning experiences to develop

social, cognitive, and motor skills.

Other data indicated that compared to non-Head Start programs,

Head.Start staff were less. prepared academically to serve handi-

capped children and that this deficit was notbeing adequately

addressed through inservice training.
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not completea tor many ui

was well under way.

Based on these findings, ACYF needs to consider steps to up-

grade the quality of services Head Start programs provide to handi-

capped children.

SPECIFIC ISSUE:

FUNCTIONAL ASSESSMENTS NECESSARY FOR THE DEVELOPMENT OF INDIVID-

UALIZED PLANS OF SERVICES WERE FRElUENTLY NOT COMPLETED UNTIL LATE

IN THE HEAD START PROGRAM YEAR.

RECOMMENDATION:

IN ORDER TO DELIVER SERVICES TO HANDICAPPED'CHILDREN IN A TIMELY

MANNER, SCREENING ACTIVITIES SHOULD OCCUR PRIOR TO PROGRAM ENTRY

INSOFAR AS POSSIBLE, OR AT LEAST IMMEDIATELY FOLLOWING PROGRAM EN-

TRY. TO FACILITATE THIS PROCESS, ACYF SHCJLD MAKE FUNDS AVAILABLE

FOR SCREENING ACTIVITIES DURING TH 7URRENT PROGRAM YEAR FOR THE

UP-COMING YEAR'S RECRUITMENT EFFORTS.

RECONNENDATION:

THE ORDER AND RELATIVE PRIORITY OF THE COMPONENTS OF THE DIAG-

NOSTIC PROCESS SHOULD BE CHANGED. SPECIFICALLY, FUNCTIONAL ASSESS-

MENTS SHOULD OCCUR AS EARLY IN THE PROGRAM AS POSSIBLE. CONFIRMATION

OF HANDICAPS MAY, IF NECESSARY, BE CONDUCTED AT A LATER DATE; SINCE

THE CONFIRMATION COMPONENT OF THE DIAGNOSTIC PROCESS, BY ITSELF, IS

NOT AS CRITICAL TO THE DEVELOPMENT OF SERVICE PLANS. APPROPRIATELY

CREDENTIALLED PROFESSIONALS SHOULD BE INVOLVED IN FUNCTIONAL ASSESS-

MENT PROCEDURES.

SPECIFIC ISSUE:
MANY'OF THE HEAD START CHILDREN INCLUDED IN THIS STUDY DID NOT

HAVE INDIVIDUAL PLANS OF SERVIC S OR HAD PLANS OF SERVICES THAT PRO-

VIDED FOR INCOMPLETE STRATEGIES TO PROMOTE THE DEVELOPMENT OF HANDI-

CAPPED CHILDREN.

RECOMMENDATION:

ACYF MUST TAKE STEPS TO ENSURE THAT HEAD START STAFF DEVELOP

COMPREHENSIVE INDIVIDUALIZED SERVICE PLANS FOR THEIR ENROLLEES.

ACYF MUST DELINEATE AS CLEARLY AS POSSIBLE THE PROCESS OF INDIVIDUAL-

IZED PLANNING, THE AREAS THESE PLANS MUST ADDRESS, AND THE MODIFICA-

TION OF PLANS AS A FUNCTION OF ONGOING ASSESSMENT.

RECOMMENDATION:

,THE EDUCATIONAL SERVICES PLAN FOR HANDICAPPED CHILDREN SHOULD

MEET THE REQUIREMENTS OF INDIVIDUAL EDUCATIONAL PLANS (IEP) AS OUT-

LINED IN PUBLIC LAW 94-142. THIS WOULD GREATLY FACILITATE SERVICE

CONTINUITY BETWEEN HEAD START AND THE PUBLIC SCHOOLS.
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SPECIFIC ISSUE:

SEVERAL CHILDREN INCLUDED IN THIS STUDY WERE FOUND TO BE MAIN-
STREAMED ONLY IN THE BROADEST SENSE OF THE TERM; THAT IS, SOME
HANDICAPPED CHILDREN WERE SERVED IN THE COMPANY OF NON-HANDICAPPED
PEERS BUT REMAINED SOCIALLY ISOLATED.

RECOMMENDATION:

ACYF SHOULD ESTABLISH TECHNICAL ASSISTANCE EFFORTS TO BETTER
-PREPARE HEAD START PROGRAM STAFF TO IMPLEMENT VARIOUS MAINSTREAMING
OPTIONS THAT COULD BE IMPLEMENTED THAT WOULD BEST MEET THE INDIVIDUAL
NEEDS AND ABILITIES OF THE CHILD. IT IS IMPORTANT THAT MAINSTREAMING
BE A MEANS TO AN END RATHER THAN AN END IN ITSELF.

SPECIFIC ISSUE:

HEAD START ST.,'F APPEAR TO LACK FORMAL PREPARATION TO DEAL WITH
THE SPECIAL NEEDS OE THE HANDICAPPED AND THIS LACK OF FORMAL
('REPARATION IS NOT ADEQUATELY COMPENSATED THROUGH THE UTILIZATION
OF OUTSIDE PROFESSIONALS.

RECOMMENDATION:

ACYF SHOULD EXPAND THE EXISTING CHILD DEVELOPMENT ASSOCIATE
(CDA) PROGRAM TO INCLUDE THE CREDENTIALING OF STAFF IN.SPECIAL EDUCA-
TION SERVICES.

RECOMMENDATION:

ACYF SHOULD PROVIDE FUNDS THROUGH ACCOUNT 26 TO PERMIT HEAD
START STAFF SPECIFICALLY TO SECURE THE SERVICES OF OUTSIDE PROFES-
SIONALS FOR PURPOSES OF PROVIDING DIRECT AND INTENSIVE SERVICES TO
HANDICAPPED CHILDREN ENROLLED IN HEAD START.

Ra.souAce's and Facitit',(le

Another area in which ACYF could improve the Head Start handi-

capped effort concerns the resources and facilities available to
Head Start programs. Study data clearly indicated that many Head
Start classrooms are not equipped to serve, certain handicapped
children, particularly those that are severely handicapped and/or
are physically handicapped. This lack of equipment involves, not only

aspects of the physical plant of Head Start classrooms (e.g.,

plumbing and sanitary facilities) but also special instructional
materials to support educational and therapeutic programs.

Also, during the course of field work activities, Head Start
staff personnel often asked for assistance in such areas as the

selection of screening instruments, acquisition of staff training
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materials to support their handicapped services, and the interpreta-

tion of various Head Start program standafds and regulations per
taining to handicapped children. In short, ACYF must devote more
attention to providing resource support and technical assistance to

Head Start programs.

SPECIFIC ISSUE:

HEAD START CLASSROOMS ARE OFTEN NOT EQUIPPED TO MEET THE NEEDS
OF SEVERELY HANDICAPPED CHILDREN.

RECOMMENDATION:

ACYF SHOULD MORE AGRESSIVELY PUBLICIZE THE AVAILABILITY OF
:ACCOUNT 26 FUNDS FOR UPGRADING AND MODIFYING PHYSICAL FACILITIES AND

. :SPECIAL EQUIPMENT NECESSARY TO PROVIDE APPROPRIATE SERVICES TO THE

SEVERELY HANDICAPPED.

RECOMMENDATION:

ACYF SHOULD PROVIDE HEAD START PROGRAMS WITH TECHNICAL ASSIST=
ANCE TO IDENTIFY ARCHITECTUAL BARRIERS TO SERVING THE HANDICAPPED
AND HOW TO USE AVAILABLE FUNDS TO UPGRADE CLASSROOM FACILITIES.

RECOMMENDATION:

ACYF SHOULD DEVELOP EQUIPMENT AND MATERIALS GUIDELINES FOR
HEAD START PROGRAMS SO THAT PROGRAM STAFF CAN BETTER EVALUATE THEIR
SPECIFIC EQUIPMENT NEEDS. THESE GUIDELINES SHOULD, WHEN APPROPRIATE,
BE DEVELOPED FOR EACH OF THE BASIC HANDICAPPING CONDITIONS SERVED BY

HEAD START.

SPECIFIC ISSUE:
HEAD START PERSONNEL, IN SOME PROGRAMS, ARE UNAWARE OR UNSURE

OF METHODS AVAILABLE FOR WORKING WITH HANDICAPPED CHILDREN.
FURTHER, PROGRAM STAFF ARE UNSURE ABOUT_HEAD- START PROGRAM REGULA-
TIONS AND STANDARDS THAT APPLY TO EFFORTS TO SERVE HANDICAPPED
CHILDREN.

RECOMMENDATION:

EFFORTS SHOULD BE MADE TO PROMOTE THE UTILIZATION OF RESOURCE
ACCESS PROJECTS,.(RAPs) TO STRENGTHEN THE QUALITY OF SERVICES HEAD
START PROGRAMS -CAN,P,ROVIDE HANDICAPPED CHILDREN. SPECIFICALLY,
RAPs SHOULD BE PROVIDED WITH BUDGETS TO CONDUCT TRAINING AND TECH-
NICAL ASSISTANCE ACTIVITIES THAT HERETOFORE RAP,s WERE FORCED TO

ARRANGE FROM OTHER SOURCES. IF POSSIBLE, RAPs SHOULD BE ESTABLISHED
AT THE STATE LEVEL.'

Out/Leach and Rec:tuitment

.Study dataindicate thdt one Of the basic differences between
the Head Start' and non-Head Start'programs was that Head Start
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programs. were more likely to enroll handicapped children through

their own screening and outreach efforts rather than through re-

..ferrals of children previously, identified as handicapped by other

aglOcies or professionals. At first glance, this could be con

sidered a strong, point of the Head Start handicapped effort because

it ndicates that Head Start is targeting on children .whose disa-

bilities-would likely have gone unserved and unrecognized until

their entry into the public school syStem.

However, nearly 60 percent of all the handicapped enrollees

in the study sample were identified through normal recruitment and

enrollment procedures. Very few of the sample children were re-

:
tru.ited as a result of special outreach efforts designed to identify

and serve handicapped children. What this indicates is that the

majority of the children designated as handicapped came from the- -

population Head Start would probably have served even without the

mandate to enroll the handicapped.

SPECIFIC ISSUE:

HEAD START OUTREACH EFFORTS DO NOT APPEAR TO BE VERY EFFECTIVE

IN LOCATING HANDICAPPED CHILDREN IN THE COMMUNITY.

-RECOMMENDATION:

ACYF SHOULD MAKE ARRANGEMENTS FOR INCREASED TRAINING AND TECH-

NICAL ASSISTANCE IN RECRUITMENT AND OUTREACH. TECHNIQUES DESIGNED TO

IDENTIFY CHILDREN WITH POTENTIAL DISABILITIES. IN ADDITION, ACCOUNT

26 FUNDS'SHOULD BE MADE AVAILABLE TO SPECIFICALLY SUPPORT THESE OUT-

. REACH ACTIVITIES. THESE FUNDS 'SHOULD BE PROVIDED AT THE SAME TIME

SCREENING FUNDS ARE PROVIDED (SEE D. 31).

RECOMMENDATION,:

AT THE NATIONAL, STATE, AND LOCAL' LEVELS, HEAD START NEEDS TO

UPGRADE PROMOTIONAL EFFORTS TO INFORM NOT ONLY THE GENERAL PUBLIC

BUT 'ALSO OTHER AGENCIES OF THE SERVICES HEAD START CAN PROVIDE TO

HANDICAPPED CHILDREN.

SPECIFIC ISSUE:

HEAD START'PROGRAMS ARE OFTEN UNAWARE; OR NOT A PART OF, STATE

OR LOCAL CHILD FIND AND REFERRAL SYSTEMS.

RECOMMENDATION:

ACYF, PARTICULARLY AT THE REGIONAL LEVEL, SHOULD TAKE ACTION TO

ENSURE THAT HEAD START GRANTEES ARE LINKED TO STATE AND/OR BEH-

,FUNDED CHILD OUTREACH PROJECTS AND OTHER REFERRAL'SERVICES OPERATED

BY AGENCIES SUCH AS ASSOCIATIONS FOR RETARDED CITIZENS, EASTER SEALS,

UNITED CEREBRAL PALSY ASSOCIATION, AND EPSDT CLINICS. AT THE

NATIONAL LEVEL, ACYF SHOULD ESTABLISH STRONG INTERAGENCY COORDINA-

TION WITH THE CHILD HEALTH ASSESSMENT PROGRAM (CHAP) TO ENSURE THAT

NEW FEDERAL EFFORTS IN THE AREA OF CHILD HEALTH INCLUDE ACYF. INPUT.
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SPECIFIC ISSUE:-

--HEAD START PROGRAMS ARE UNSURE OF THEIR RESPONSIBILITIES

CONCERNING PUBLIC LAW 94-142

--RECOMMENDATION:

ALTHOUGH PL 94-142 PERTAINS TO PROGRAMS OPERATED UNDER THE

AUSPICES OF ST4.TE EDUCATION.AGENCTES, ACYF SHOULD TAKE STEPS TO

FAMILIARIZE HEAD START PROGRAMS WITH THIS LEGISLATION AND TO

PUBLICIZE THE SIMILARITIES BETWEEN THE PROVISIONS OF PL 94-142 AND

-THE HEAD START PERFORMANCE STANDARDS:

3 5'
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